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Y 000] Initial Comments Y 000

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federal,
state, or local laws.

This Statement of Deficiencies was generated as
a result of a complaint investigation and
observations reported by Agency #1 on 7/12/10
and by the authority of NRS 449.150, Powers of
the Health Division.

The facility is licensed for eight Residential
Facility for Group beds for elderly and disabled
persons, Category Il residents.

The following deficiencies were identified:

Complaint #NV00025861 was substantiated. See
Tag Y895, Tag Y920 and Tag Y923.

Y 895 449.2744(1)(b)(1) Medication / MAR Y 895
Ss=C

NAC 449.2744

1. The administrator of a residential facility that
provides assistance to residents in the
administration of medication shall maintain:

(b) A record of the medication administered to
each resident. The record must include:

(1) The type of medication administered;

(2) The date and time that the medication was
administered;

(3) The date and time that a resident refuses,
or otherwise misses, an administration of
medication; and

(4) Instructions for administering the

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 895 | Continued From page 1 Y 895
medication to the resident that reflect the current
order or prescription of the resident's physician.
This Regulation is not met as evidenced by:
Based on reported observation by Agency #1, the
facility failed to ensure the medication
administration record (MAR) was initialed for
medication administration on 6/24/10.
Severity: 1 Scope: 3
Y 920| 449.2748(1) Medication Storage Y 920
SS=F

NAC 449.2748

1. Medication, including, without limitation, any
over-the-counter medication,

stored at a residential

facility must be stored in a locked

area that is cool and dry. The
caregivers employed by the facility
shall ensure that any medication or
medical or diagnostic equipment that
may be misused or appropriated by a
resident or any other unauthorized
person is protected. Medication for
external use only must be keptin a
locked area separate from other
medications. A resident who is capable
of administering medication to himself
without supervision may keep his
medication in his room if the

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 920 | Continued From page 2 Y 920

medication is kept in a locked
container for which the facility has
been provided a key.

This Regulation is not met as evidenced by:
Based on observations reported by Agency #1 on
6/25/10, the facility failed to ensure medications
belonging to the residents were secured in a
locked container.

Severity: 2 Scope 3

Y 923 449.2748(3)(b) Medication Container Y 923
SS=F

NAC 449.2748

3. Medication, including, without limitation, any
over-the-counter medication or dietary
supplement, must be:

(b) Kept in its original container until it is
administered.

This Regulation is not met as evidenced by:
Based on reported observation by Agency #1 on
6/25/10, the facility failed to keep resident
medications in original containers until
administered.

Severity: 2 Scope: 3

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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